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The ACC has just completed its response to the proposed 
transition to the new Medicare fee schedule based on the 
Resource-Based Relative Value Scale (RBRVS). The contri-
bution of our volunteer leaders in providing their opinion and 
analyses of this complex document, which is truly of funda-
mental importance to the future of medicine, was critical to 
this process. In addition, the staff did a superb job of 
combining a detailed technical analysis incorporating the 
expertise of outside consultants) with a statement of concern 
about the impact of the proposed changes on American 
medicine in general and the cardiovascular specialist in 
particular. At this writing, it is not known whether the new 
Medicare fee schedule will be implemented. I hope that this 
decision will be deferred until further study and debate have 
occurred. Full implementation of the schedule in its current 
form would have devastating effects on physicians, medical 
centers and the patients that we serve. 
The new language. As I struggle to grasp some of the 
technical aspects of the proposed changes, I cannot avoid 
wondering, what in the world is happening? Conversion factor 
(CF), technical component, relative value unit (RVU)-all are 
part of the new jargon. Furthermore, it is startling to realize 
that the following equation will determine the amount of 
reimbursement for all physician services provided by Medi-
care: 
Payments = RVUt, x [(GPCiwa x w,%) + (GPCipea 
X pe,%) + (GPCima X m,%)] X CF, 
where GPCI = geographic practice cost index; GPCima = 
GPCI value for malpractice expense applicable in the fee 
schedule area; GPCipea = GPCI value for practice expense 
applicable in the fee schedule area; GPCiwa = GPCI value 
reflecting one fourth of geographic variation in physician 
work applicable in the fee schedule area; m,% =malpractice 
percent for service s; pe,% = practice expense percent for 
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services; RVUt, = total relative value units for the service; 
and w,% = work percent for service s(l). 
How accurate is the process? With what precision are the 
components of this equation known? Although fewer than 
900 unique services were investigated in Phases I and II of 
the study by Dr. William Hsiao and his Harvard colleagues,* 
more than 4,000 services were assigned RVUs by extrapo-
lation. How accurate and appropriate is the extrapolation 
process-a process based on the old charge-based system, 
which was abandoned because it was believed to be flawed? 
The complexity of the process can hardly be described 
briefly. As an illustration of this complexity, and the reliance 
on the technocrat, I offer an example, an excerpt from the 
proposed rules on pages 25,813-4, section 9 of the Federal 
Register for Wednesday, June 5, 1991 (1). 
Once the separate work, practice expense, and malpractice 
RVUs are computed for each service, they must be combined 
in a manner to produce a single relative value for each 
service, as required by section 1848 (c)(2)(A) of the Act. As 
explained above, the work RVU was initially scaled in units 
selected by the Harvard study, whereas the practice expense 
and malpractice RVUs were initially computed in dollar 
units. To combine these RVUs, we need to place the practice 
expense on a common scale with the Harvard work RVUs, 
which would be summed to provide a single RVU per service. 
We would further note that the scaling for all RVUs is 
essentially arbitrary because the RVUs and CFs jointly 
determine fee schedule payments. Increasing (or decreasing) 
the RVU scale merely requires a corresponding decrease (or 
increase) in the CF. 
All of this bureaucratic maze causes me to reflect on the 
degree of central control and manipulation of economic 
forces in America at a time when most societies that have 
tried such experiments are rejecting them with a vengeance. 
While Eastern Europe and the Soviet Union are reeling from 
*A useful guide to the Hsiao study was published earlier this year in a 
President's page by Dr. William L. Winters, Jr. (Winters WL Jr. President's 
page: RBRVS in review. JAm Coli Cardioll991;17:997-8). 
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decades of such central fine tuning, America is establishing 
direct central control of pricing in medical markets. Recall 
that all Medicare cardiovascular charges will now be based 
on subjective impressions or extrapolations of how a given 
service compares with a 40-min office visit. Thus, the 
amount of payment for physician services throughout our 
country will be determined by formulas based on extraordi-
nary assumptions, incomplete data and unknown tinkering 
dictated from Washington, D.C. Is this really the best 
approach to dealing with the high cost of medical care? 
New strategies for controlling health care costs. Although 
it is easy to criticize the current approach, it is more difficult 
to propose obvious and easily implemented solutions to the 
problem. The experience with efforts to change the Medicare 
fee schedule emphasizes the importance of consensus devel-
opment, trust and utilization of accurate data in making 
decisions. In addition, I believe that these three questions 
are important in considering new approaches to the high cost 
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of medical care: 1) What is the history of price controls in 
our economy and political process? 2) Why has medicine 
been immune to the usual forces of the marketplace? 3) What 
are the precise components of the continuing rise in the 
cost of health care? An answer to the last question seems 
essential to a successful strategy for controlling health care 
costs and avoiding the targeting of single components that 
may be particularly attractive politically, for example, phy-
sician reimbursement. Satisfactory answers to these ques-
tions may help rationalize the debate and the continuing 
effort to deal with health care costs. The ACC remains 
committed to working with all parties to help solve this 
major societal problem, while improving access for those 
without insurance. 
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